INTRODUCTION
Cavernous sinus thrombosis (CST) is encountered among rare causes of ischemic stroke (1-2%). It occurs mostly in children and young adults, often of a complicating of a local infectious process (1, 2) . Although the cause of cavernous sinus thrombosis is frequently an infection, it may also occur a result of aseptic conditons including trauma, tumor invasion, aneurysmal expansion, dehydration and hypercoagulable states (2, 3) . The mechanisms of aseptic CST include the occlusion of cerebral veins or dural sinuses leading to cerebral edema, parenchymal damage, or hemorrhage. Clinically it may manifest itself with headache, nausea and vomiting, changes in consciousness, cranial nerve involvement, vision loss and epileptic seizures (3, 4) . and it may result in death in up to 30-50% of all cases (1, 2) . CT with contrast and MRI have a significant impact on the diagnosis of CST (4). We present here an unusual case of aseptic CST in an elderly woman which responded to anticoagulation therapy.
CASE
A 85 years old, female patient presented with complaints of ptosis of the right eyelid, double vision, half-cranial headache on the right side like a flash of lightning and numbness in the right half of the face. Her past medical history revealed that she had hypertension and hyperthyroidism for 20 years.
On her neurological examination, ptosis in the right side, edematous right eyelid, limitation of right eye in every directions, hypoesthesia on the right half of the face were detected. Laboratory results were normal other for increased serum C-reactive protein concentrations (8.54 mg/L, normal range: 0-5 mg/L). On MRI examination, there were widespread ischemic and gliotic infarct areas widespread bilaterally in the periventricular white matter as well as widespread cortical atrophy. Significantly, a 36x30 mm sized lesion was detected in the right cavernous sinus, which was peripherally hyperintense and centrally iso intense thrombosis in T1 sequence (Figure 1) , and hyperintense in FLAIR and T2 sequences (Figure 2 ). Ear-nose and throat (ENT) examination was within normal limits. Paranasal CT and vasculitic markers were all normal. Aseptic CST was diagnosed on the basis of clinical course and MRI findings. The patient was started warfarin treatment with the diagnosis of CST. On follow-up, her symptoms were partially resolved, and she continues to be maintained on warfarin therapy.
DISCUSSION
CST is an uncommon condition with a variable and often dramatic clinical presentation. CST may be encountered as a result of infectious or non-infectious etiology. Aseptic causes typically occur after surgery and after trauma (2,5). Our patient didn't have any history of trauma and surgery. CST is a serious condition. It is critically important to recognize the early signs of cavernous thrombosis. The headache is the most common symptom, usually preceding fevers, periorbital edema, and cranial nerve signs. These clinical presentations are due to sinus obstruction and impairment of the cranial nerves that near of the cavernous sinus (1, 3) . Our patient presented with headache, ocular signs and hypoesthesia on the right half of the face. The diagnosis of CST is best established on clinical course and confirmed by neuroimaging studies. CT with contrast or MRI is useful in the assessment of cases with clinical features of CST (4). In our patient, cranial MRI showed CST in right cavernous sinus. CST is more commonly encountered in young or middle-aged individuals with female predominance, and it has high mortality (6,7). Our patient is a female but an older age and well-progressed. Other more progressive or chronic conditions may cause painful ophthalmoplegia owing to involvement of the cavernous sinuses, including granulomatous diseases such as tuberculosis or fungal infection, sarcoid, syphilis or Tolosa-Hunt syndrome. Granulomatous and septic events were excluded in our patient based on clinical, laboratory and MRI findings. Treatment of CST is directed to the underlying cause, therefore an accurate diagnosis is essential. In the aseptic cases, this may include treatment of fractures and correction of vascular malformations (6, 8) . There were no such underlying causes in our patient. Because of her older age, tshe was maintained and followed on anti-coagulant therapy with no additional invasive interventions. The case is presented here because well-progressed, non-infectious, advanced age CST in a older age female patient is rarely encountered.
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